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Regarding “Long-term functional outcome of
neurogenic thoracic outlet syndrome in surgically and
conservatively treated patients”
To the Editor:
I was very interested in reading the above publication, authored
by Drs Landry, Moneta, Taylor, et al.1 The intention of the paper
was worthwhile, since we need to know whether operating on these
patients with neurogenic thoracic outlet syndrome is indicated or
helpful, or whether we should stick to conservative rehabilitation
therapy. They tried to look at the results of surgical versus conserv-
ative therapy, but there are several major flaws in the study.
First of all, I would like to mention that the neurogenic tho-
racic syndrome diagnosis is basically a clinical diagnosis.2 Dr
Landry and his colleagues do not explain how the physicians
arrived at the diagnosis. There are no data in the paper indicating
what maneuvers or tests were positive for the patients who were
referred for surgery. We know that computerized tomography
scans and magnetic resonance imaging are completely noncon-
tributory in diagnosing this syndrome; however, it appears that
the investigators spent a considerable amount of resources obtain-
ing all of these tests without a clear sense of how they would clar-
ify the diagnosis. The EMG or electromyography is usually
negative in patients with neurogenic thoracic outlet syndrome
and therefore useless. Were the patients in whom the conservative
treatment failed referred to surgery? They are the ones who may
benefit from it, but this was not studied.
Second, they do not explain what type of surgical intervention
was undertaken in those 15 patients treated with surgery.
Unfortunately, there is no standard operation for this syndrome.
One of them is the transaxillary resection of the first rib. There are
many reports of actual neurogenic or vascular damage caused by this
approach because the exposure is quite limited.3,4 More often than
not, surgeons using that method, in trying to release the thoracic
outlet, end up only cutting one short section of the midportion of
the rib.5-7 This does not relieve the compression of the brachial
plexus trunk, and symptoms recur. There are other approaches for
decompression of the thoracic outlet: (a) the anterior approach,8 (b)
some claim good result without removing the rib,8,9 and (c) I myself
have also published another approach5 without dividing all the back
muscles as in the classic posterior approach.6
The point is that there are different operations to decompress
the thoracic outlet that have been described over the years. The
article by Landry et al does not even indicate what type of proce-
dures were done on those 15 patients, or whether rib stumps were
left behind that could explain recurrence of the symptoms. Of the
79 patients evaluated in their study, only 15 had surgery done. We
cannot lump all kinds of surgical procedures in one basket and state
that surgical treatment is less effective than conservative treatment,
because we do not know how these operations were done, what
type they were, or how much decompression they achieved.
The two groups that the authors compare are grossly mis-
matched in number. It is also not clear from the report how long
those patients were disabled before they were operated on and, at
least in the surgical group, how many of those patients who had
been disabled for a long time were able to return to normal activ-
ity or work.
Randomization would be the ideal manner to test treatments
in two groups of patients with exactly the same symptoms and the
same findings, but also with the same operation.
J. Ernesto Molina, MD
University of Minnesota
Cardiovascular & Thoracic Surgery
Minneapolis, Minn
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Reply
We read with interest Dr Molina’s letter regarding our recent
article1 and would like to respond to his comments. While we
agree with many of Dr Molina’s criticisms, it is perhaps redundant
to discuss them all as most were addressed in the original manu-
script. It should be reiterated that the patients in the study were
sent to us largely for independent medical evaluation and not for
treatment. The focus of this study was therefore to evaluate the
long-term outcomes of patients evaluated but not treated by us,
thereby removing this group from our own treatment biases. In
response to Dr Molina’s criticisms, first, we agree that computer-
ized tomography and magnetic resonance imaging are noncon-
tributory in diagnosing neurogenic thoracic outlet syndrome. In
most cases, these tests had been obtained prior to the patient
being seen by us. We disagree that neurogenic thoracic outlet syn-
drome cannot be diagnosed with electrodiagnostic testing.
“True” neurogenic thoracic outlet syndrome, as stated in the
manuscript, is characterized by decreased action potentials in the
median motor and ulnar sensory nerves on nerve conduction
studies, and by denervation of the abductor pollicis brevis muscle
on electromyography.2,3 Patients with the “disputed” form of
thoracic outlet syndrome, the patient group studied, lack these
findings. These tests were performed to identify patients with true
neurogenic thoracic outlet syndrome.
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Second, as stated in the manuscript, since we did not perform
the operations on the surgical group, we do not know the details
of the surgical procedures used. Interestingly, however, as stated
in the manuscript, Franklin et al4 reported that long-term func-
tional outcome in patients undergoing first-rib resection did not
depend on the experience of the surgeon performing the proce-
dure. Dr Molina correctly points out that several different proce-
dures exist for first-rib resection. Perhaps the explanation for this
is that no single procedure is able to distinguish itself as superior.
If there was a procedure that gave reliably good results, its appli-
cation would have likely become widespread.
The length of time of disability and ability to return to work
was addressed in the manuscript. We agree that the ideal method
of evaluation would be a randomized, prospective trial of conser-
vative versus surgical therapy. As we have a relatively small volume
of patients with neurogenic thoracic outlet syndrome, our ability
to carry out such a trial is limited. It is a source of continued dis-
may to us that those centers with adequate volume have not car-
ried out such a trial.
Gregory J. Landry, MD
John M. Porter, MD
Oregon Health Sciences University
Portland, Ore
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